This article reports on the outcome of a presidential initiative of 2012 American Psychological Association Pres
T he majority of people in the United States seek and receive care for mental health problems, substance use disorders, and health behavior problems in primary care (PC). They present with these problems as unique diagnoses and as part of other comorbid illnesses. As such, PC practices are addressing the biopsychosocial needs of their patients by including psychologists as interdisciplinary team members in their provision of integrated PC. Research shows this type of integrated primary care (see Table 1 for a definition) is associated with improved outcomes for both health and mental health problems (Butler et al., 2008; Unützer, Schoenbaum, Druss, & Katon, 2006) . Although PC psychology has been an area of focus over the past few decades, there is no generally accepted articulation of the competencies psychologists need to work effectively in PC medical settings. This article reports on the outcome of an American Psychological Association (APA) presidential initiative to articulate the competencies needed for the practice of PC psychology as illustrated in the preceding vignette describing a day in the life of "Dr. Adams."
Integrated PC is now emerging as the foundation for the evolving health care system in the United States. PC embraces a biopsychosocial approach to health and illness (Engel, 1977) and recognizes the complexity of addressing all dimensions of health and illness (Dickinson & Miller, 2010) . This can result in psychologists and other health professionals working with PC physicians and nurse practitioners in a collaborative, coordinated effort to deliver services as diverse as health promotion, nutrition, acute care, chronic disease management, and mental health (Croghan & Brown, 2010; Collins, Hewson, Munger, & Wade, 2010) . Changes in current health policy and financing models will require all disciplines, including psychology, to reconfigure their core competencies to include distinct attitudes, knowledge, and skills needed in new service systems (Brown Levey, Miller, & DeGruy, 2012) .
The central focus of this article is to synthesize extant literature on PC psychology competencies and describe the skills needed to practice in the rapidly changing PC setting, a new practice environment for many psychologists. These competencies are critical for trainees beginning in PC and for those who transition from traditional mental health treatment settings, which differ vastly in goals for care, intervention structure and method, referral structure, and documentation style and requirements (Runyan, Fonseca, Meyer, Oordt, & Talcott, 2003) . We start with background information on the competency movement in professional psychology and describe the history of PC psychology competencies. Then we turn to our process in developing these competencies, a definition of terms, the competencies themselves in six clusters, and a discussion of the use of these clusters. Throughout, we use examples to illustrate the use of the PC psychology competencies in clinical practice.
Competency-Based Education and Training in Professional Psychology
Competency-based education and training is not a new idea, but like PC psychology, it has generated increased interest in recent years. The use of competency models by psychologists to promote business effectiveness in organizational settings dates back several decades (Derven, 2008) . McClelland (1973) , who is often credited as the originator of this approach, described competence as the knowledge, skills, and attitudes for high performance. A competency-based approach focuses on the measurement of outcomes that relate to actual performance and uses outcome assessment data to provide feedback to guide additional training needs and professional development. Such an approach is ideally suited to education and training programs and represents a shift in emphasis from a focus on a core curriculum designed to meet predetermined learning objectives during specified durations of training to a focus on the assessment of competency-defined student learning outcomes (Nelson, 2007; Roberts, Borden, Christiansen, & Lopez, 2005) , that is, the competencies needed for the practice of one's profession. Empirical studies of competency models are rare but are beginning to emerge (J. M. Taylor, Neimeyer, Zemansky, & Rothke, 2011) .
Several seminal initiatives specific to competencybased education and training in professional psychology have occurred in the past decades and have been detailed in a number of publications (Fouad & Grus, in press ). Most recently, the competency benchmarks model articulates developmental descriptors of the competencies for three levels in the education and training sequence and provides "A group of health care providers who give coordinated care, chronic disease management, and thereby improve the quality of care patients get. The organization's payment is tied to achieving health care quality goals and outcomes that result in cost savings" (U.S. Department of Health and Human Services, n.d.). Care management Specific type of service, often disease specific (e.g., depression, congestive heart failure) whereby a behavioral health clinician, usually a nurse or social worker, provides early assessment and intervention, care facilitation, and ongoing follow-up (see, e.g., Belnap et al., 2006) . Co-located care
Behavioral health (BH) and primary care (PC) providers (i.e., physicians, nurse practitioners) delivering care in the same practice but without a common framework or practice to integrate that care (Peek & the National Integration Academy Council, 2013) . Collaborative care
An overarching term that describes partnering among clinicians (e.g., behavioral health and primary care) and patients and families over time that results in a shared treatment plan for patients.
Comprehensive care
An important principle of primary care, in which clinicians "are accountable for meeting the large majority of each patient's physical and mental health needs" (Agency for Healthcare Research and Quality, n.d.).
Coordinated care
Behavioral health providers and primary care physicians practice separately within their respective systems. Information regarding mutual patients is exchanged as needed, and collaboration is limited outside of the initial referral (Blount, 2003) . Health and behavior codes "Billing codes designed to capture behavioral services provided to patients to address physical health problems . . . There are six health and behavior codes, two for assessment procedures and four that reflect intervention services" (American Psychological Association Practice Organization, 2005, para. 1). Health care (or medical) neighborhood
The health care neighborhood is defined as a patient-centered health (or medical) home and the constellation of other clinicians and teams providing health care services to patients and families within it, along with community and social service organizations and state and local public health agencies (adapted from E. F. Taylor, Lake, Nysenbaum, Peterson, & Meyers, 2011) .
Integrated care
Tightly integrated on-site teamwork with unified care plan. Often connotes organizational integration as well, perhaps involving social and other services (Blount, 2003; Blount et al., 2007) .
Integration
Care that results from a practice team of primary care and behavioral health clinicians, working together with patients and families, using a systematic and cost-effective approach to provide patient-centered care for a defined population. This care may address mental health, substance abuse conditions, health behaviors (including their contribution to chronic medical illnesses), life stressors and crises, stress-related physical symptoms, and ineffective patterns of health care utilization (Peek & the National Integration Academy Council, 2013) . Integrated primary care
Combines medical and behavioral health services for the spectrum of problems that patients bring to primary medical care. Because most patients in primary care have a physical ailment affected by stress, problems maintaining healthy lifestyles, or a psychological disorder, it is clinically effective and cost-effective to make behavioral health providers part of primary care. Patients can feel that for any problem they bring, they have come to the right place. Teamwork of mental health and medical providers is an embodiment of the biopsychosocial model (Peek & the National Integration Academy Council, 2013) . Primary behavioral health care
"Recent term for the new relationships emerging between specialty mental health services and primary care . . . . Primary behavioral health care refers to at least three related but distinct activities: (1) behavioral health care delivered by primary care clinicians, (2) specialty behavioral health care delivered in the primary care setting, and (3) innovative programs that integrate elements of primary care and specialty behavioral health care into new formats" (Sabin & Borus, 2001, p. 159) . (table continues) examples of attainment of the competencies in behavioral terms, called behavioral anchors (Fouad et al., 2009) . This model was initially derived from the consensus efforts of a 32-member working conference convened by APA and was then revised based on substantive input from individuals and groups within professional psychology. The benchmark competencies were updated in 2011 to reflect 16 core competencies within six overarching clusters (Hatcher et al., 2013) : science, systems, professionalism, relationships, application, and education. This latter structure was adopted for the PC psychology competencies outlined in this article. The PC psychology competencies presented in this article are consistent with general competency models in professional psychology and health service psychology (Fouad et al., 2009; Hatcher et al., 2013; Health Service Psychology Education Collaborative, 2013) . However, the specific essential components and behavioral examples vary to reflect the focus on the distinctive aspects of PC psychology. Competency models have also been developed by various specialties in professional psychology to reflect distinctive competencies required for working with specific (a) populations (e.g., clinical child psychology, Jackson, Wu, Aylward, & Roberts, 2012; professional geropsychology, Knight, Karel, Hinrichsen, Qualls, & Duffy, 2009; Molinari, 2012) ; (b) applications of psychology (e.g., clinical health psychology, France et al., 2008; clinical neuropsychology, Hannay et al., 1998, and Rey-Casserly, Roper, & Bauer, 2012; counseling psychology, Murdock, Alcorn, Heesacker, & Stoltenberg, 1998; forensic psychology, Varela & Conroy, 2012; rehabilitation psychology, Stiers et al., in press ); (c) settings (e.g., school psychology, Daly, Doll, Schulte, & Fenning, 2011); approaches (e.g., group psychology, Barlow, 2012) .
Competency-based education and training is consistent with the competency-based approach used in medicine. The Accreditation Council for Graduate Medical Education in the United States has articulated core competencies that are adapted for various medical specialties including psychiatry (Andrews & Burruss, 2004) , family medicine, internal medicine (Green et al., 2009) , and pediatrics (Hicks et al., 2010) and now requires competency-based models for undergraduate and graduate medical education. The National Association of Social Workers (2005) has also developed competency standards for social work practice in health care settings.
The application of a competency-based approach to education and training across many health care disciplines, as well as concerns about patient safety (e.g., Institute of Medicine, 2000 Medicine, , 2001 Medicine, , 2003 , led to the recent development of a competency model for interprofessional practice (Interprofessional Education Collaborative Expert Panel, 2011). These interprofessional competencies are meant to be applied to all health care professions and reflect the unique characteristics of team-based care. Endorsing the work of the Interprofessional Collaborative Expert Panel, we (the Interorganizational Work Group on Competencies for Primary Care Psychology Practice) included interprofessionalism as an additional competency for PC psychology practice.
History of Primary Care Psychology Competencies
While the topic of PC psychology is the focus of numerous books and manuscripts, the literature on PC psychology competencies is sparse. Ten years ago, an APA interdivisional work group issued a rationale and curriculum outline to prepare psychologists to work in PC (McDaniel, Belar, Schroeder, Hargove, & Freeman, 2002; McDaniel, Hargrove, Belar, Schroeder, & Freeman, 2004) . This work built on an earlier project funded by the Substance Abuse and Mental Health Services Administration (SAMHSA) in 1998. That curriculum was based on a biopsychosocial approach and emphasized not only foundational training in professional psychology but also health policy and health care systems, common PC problems, assessment of common PC conditions, interventions, interprofessional collaboration, and ethical, legal, and professional issues in PC. The U.S. Air Force also developed competencies for PC psychology (Hunter & Goodie, 2010 ) that were integrated into the Air Force's behavioral health consultant practice standards manual. These competencies have been used as reference points from which expert trainers can provide concrete feedback to behavioral health consultant trainees as they are learning to work in PC settings (Air Force Medical Operations Agency, Mental Health Division/SGHW, 2011a , pp. 76 -78, 2011b .
These and other writings (e.g., McDaniel et al., 2002 McDaniel et al., , 2004 identified PC psychology as requiring distinctive knowledge, skills, and attitudes, with specific training required for their attainment, and were used to inform the delineation of competencies in this document. With health care reform moving forward, and the primacy of PC being recognized, this article synthesizes the literature to date and integrates, updates, and expands current thinking on the necessary competencies for psychologists who wish to work in PC settings. It should be noted that many of these competencies would be useful for review by a number of other mental health disciplines practicing in PC settings. However, the goal of this work group was to articulate the specific competencies psychologists need to practice in PC.
The Interorganizational Work Group on Competencies for Primary Care Psychology Practice
Little formal training related to service provision in PC is typically provided in psychology doctoral training programs. In fact, a task force of the APA Board of Educational Affairs (2011) noted that there was not yet a generally accepted articulation of the competencies required for practice in PC settings. They recommended that PC-specific competencies for psychologists be developed. In 2012, the Interorganizational Work Group on Competencies for Primary Care Psychology Practice was convened as an initiative of APA President Suzanne Bennett Johnson, who recognized the need for agreed-upon competencies for PC psychology. These competencies will be used in graduate psychology education and training programs, can provide guidance for those interested in developing or responding to opportunities in this area, and will assist students and practitioners in making informed choices about available PC psychology educational programs and certificates. Furthermore, they will inform policymakers, other health professionals, and the public about the competencies of PC psychologists. Not all primary care psychologists will be expert in all of these competencies, but all primary care psychologists should be familiar with them.
Organizations with a central focus on education or practice in PC psychology were invited to identify one to two thought leaders in PC psychology to serve as members of the work group. The following organizations partici- The 16 members of the work group participated initially in a series of "lightning presentations" via conference call in which the group reviewed the existing literature on psychology competencies and PC practice. Group members were then assigned to one of four subgroups representing one or more of the six competency clusters. Each subgroup was charged with compiling/integrating competencies in that cluster from the literature review and drafting the related essential components and behavioral anchors for each competency that represented the distinctive aspects of PC psychology practice. Once drafts were completed, all but the subgroup leader were assigned to new groups to review and edit the work in order to allow for fresh perspectives on the material. The full work group then convened for a two-day in-person meeting, during which the entire group reviewed the full draft document and the original subgroups then split out to edit competencies, essential components, and behavioral anchors based on the large-group review. Work continued after the in-person meeting to finalize a draft that was then submitted for comments by the organizations who had representatives on the work group. Those comments were then integrated into the document by the work group chair with input from the members, resulting in the final listing of competencies presented in this article.
Definitions
To guide the development of the competencies, the work group agreed to a set of definitions drawn from the current literature. Core definitions follow; Table 1 provides additional definitions.
Primary care (PC) is "the provision of integrated, accessible health care services by clinicians who are accountable for addressing a large majority of personal health care needs, developing a sustained partnership with patients, and practicing in the context of family and community" (Institute of Medicine, 1994, p. 1) .
PC psychology is the application of psychological knowledge and principles to common physical and mental health problems experienced by patients and families throughout the life span and presented in PC (McDaniel, Hargrove, Belar, Schroeder, & Freeman, 2004) .
Competence in PC psychology refers to the knowledge, skills, and attitudes-and their integration-that allow an individual to perform tasks and roles as a PC psychologist regardless of service delivery model (Kaslow, Dunn, & Smith, 2008) .
Competencies are distinctive elements necessary for competence; they correlate with performance and can be evaluated against agreed-upon standards (Kaslow, 2004) .
Essential components are critical components that delineate the knowledge, skills, or attitudes that make up each of the competencies, consistent with the structure of the competency benchmarks model (Hatcher et al., 2013) .
Behavioral anchors are observable, measurable examples of how the essential components might be demonstrated. Behavioral anchors are examples, so they vary by the model of service delivery being used, the population being seen, and the system of care.
The competencies for PC psychology practice are grouped into six clusters: science, systems, professionalism, relationships, application, and education. Table 2 presents the six clusters and the competencies associated with each.
While this document focuses on competencies specific to PC, in order to be comprehensive it includes competencies that are important for functioning in other health care settings as well. An overview of the clusters and competencies follows. Table 3 presents the clusters and competencies in greater detail. The clusters and competencies are not expected to be completely independent of one another but are designed to provide a conceptual framework to guide clinical practice and education and training for psychologists working in PC. The sustained integration of science and practice is central to psychology's identity. Two general areas comprise the distinctive competencies required for practice in PC settings defined under the domain of Science: the scientific foundation of PC psychology related to a biopsychosocial approach, and research/evaluation. The first competency focuses on values and knowledge that underlie the science upon which PC psychology is based, while the latter competency focuses on the skills involved in conducting research in PC settings.
The Primary Care Psychology Competency Clusters
It is important to note that many knowledge-based competencies articulated in this article stretch psychologists' exposure to scientific foundations beyond what has traditionally been used for training health service psychologists. In order to function as psychologists in PC settings, a broader exposure to scientific knowledge is needed, including knowledge of human physiology, clinical pathology, basic pharmacology and psychopharmacology, epidemiology, and public health policy. Acquiring an understanding of population-based approaches that focus on the health outcomes of a group of individuals is an example of a specific area of knowledge required of all PC psychologists (Kindig & Stoddard, 2003 ; see Table 2 for additional examples).
The second competency area in the Science cluster requires competence in research and program evaluation applied specifically to the PC setting. Distinct competencies include functioning as leaders on interdisciplinary research projects, evaluating clinical programs, fully participating in quality improvement assessments, and developing practice standards. Evaluating the effectiveness of screening or prevention programs used in the PC setting is a behavioral example of the essential component of applying research skills to evaluate practice, interventions, and programs. Table 1 Psychologists working in PC are aware that their work takes place in constantly evolving systems that operate at the local, regional, and national levels. The Systems cluster includes three competencies: interdisciplinary systems (understanding systems of care), leadership and administration, and advocacy.
Systems

Dr. Weir is a psychologist working in an integrated primary care clinic (see
PC psychologists understand and develop skills in systemic thinking (e.g., appreciating the health care community, cultural, and family contexts). As leaders and administrators, PC psychologists demonstrate and promote effective communication at the staff, clinical, and organizational levels. PC psychologists appreciate that all patient care occurs within multiple, complex interdisciplinary systems and work to improve these systems through advocacy. PC psychologists understand how health care policy affects the clinical, operational, and financial aspects of health care (Miller, Mendenhall, & Malik, 2009; Peek, 2008) . As the case of Dr. Weir depicts, PC psychologists educate policymakers as advocates for sufficient resources to ensure patient access to mental health services, including psychological services delivered in PC. The Professionalism cluster includes competencies expected for psychologists practicing in PC related to professional values and attitudes; individual, cultural, and disciplinary diversity; ethics; and reflective selfpractice, self-assessment, and self-care.
Professionalism
The PC setting demands a strong professional identity with distinct behaviors and comportment. As a member of a diverse team, PC psychologists must be knowledgeable about the unique culture of the setting and the roles and expectations of other PC team members. PC psychologists convey an attitude of flexibility in terms of putting the patient's needs at the center of care. This means managing time to accommodate interruptions and matching frequency of treatment to the fast-paced environment that is characterized by unpredictable access to space and resources.
The Professionalism cluster also includes competencies that reflect the awareness, sensitivity, and skills necessary to work with diverse populations within the PC setting. The PC psychologist is able to articulate how cultural identities, health beliefs, and illness history impact health behaviors and patients' personal constructions of illness and their attitudes toward the health care system.
Another essential component in the Professionalism cluster is the ability to identify and address the distinctive ethical issues encountered in PC, for example, issues related to informed consent and confidentiality associated with team-based care, such as documenting patient information in the electronic health record (EHR). The PC psychologist identifies relevant patient information that needs to be shared with the PC team and is adept at negotiating with the patient what information will be shared. The PC psychologist is knowledgeable about legal issues associated with health care practice in PC settings, able to address scope of practice concerns, and able to demonstrate understanding of liability issues related to shared care.
The PC setting often places distinct personal and professional demands on psychologists that require reflective practice. Reflective practice is crucial in providing effective patient consultation and treatment, team consultation, and supervision of psychologists and other trainees. Self-awareness and mindfulness (defined as "bringing one's complete attention to the present experience on a moment-to-moment basis," Marlatt & Kristeller, 1999, p. 68) are important when managing the stress associated with the fast-paced setting, unpredictable competing demands, and treating a wide range of patients across the life cycle, many with complex comorbid disorders. (Spitzer, Kroenke, Williams, & Löwe, 2006) and the Alcohol Use Disorders Identification Test (Saunders, Aasland, Babor, de la Fuente, & Grant, 1993) Delivering effective, evidence-based interventions in PC requires an expanded set of clinical skills and a paradigm shift about how effective care is delivered. The Application cluster includes four discrete competency areas: practice management, assessment, intervention, and clinical consultation.
Relationships
Efficient practice management is essential in PC. Psychologists must adapt to the fast pace of the environment and demonstrate the added value of offering behavioral services in the setting. Care must be delivered in a manner that fits the individuals served, the time demands, and the service delivery and financial models of the clinic. The PC psychologist must have the necessary skills to co-interview and co-intervene with other members of the health care team and be comfortable using the EHR and other evidence-based technology designed to enhance service delivery.
Population-based care (see Table 1 for a definition) is another essential component of the practice management competency. PC psychologists necessarily adopt a "public health psychologist" hat in addition to their traditional clinical roles. The PC psychologist considers the health of the larger population of which an individual is a representative. Health and illness are viewed as a continuum ranging from prevention and wellness, to subclinical problems, acute symptoms, and chronic disease. The psychologist develops evidenced-based assessment strategies and interventions appropriate for each component of this continuum. This competency highlights the unique flexibility required by PC psychologists in population-based care to shift between health promotion, early intervention with subthreshold problems, and intervention for more serious problems.
The assessment competency of the Application cluster can be characterized as a continuous, flexible, dynamic process. Psychologists offer assessment services at both the individual and population-based levels. These competencies focus on screening and assessment activities that deliver rich clinical information within a focused time frame. The PC psychologist is able to identify the patient's concerns rapidly, early in the appointment, so a plan can be developed to address the patient's needs. Because a health care team follows patients longitudinally over time, the PC psychologist is able to provide different services over time, according to the patient's/family's changing needs, including prevention and wellness services and supporting the patient's areas of strengths and resilience.
Intervention is another key competency in the Application cluster. Mental health conditions are only a part of what psychologists address in PC. In this context, psychologists treat commonly occurring mental health issues (e.g., behavioral problems in children, depression, and anxiety), address unhealthy behaviors (e.g., tobacco use, poor diet, lack of exercise, and substance abuse), and negotiate adherence issues that contribute to the chronic diseases that are leading causes of morbidity and mortality, using evidence-based interventions appropriate to the PC setting. Psychologists also target contributors to excessive health care utilization, such as somatization, and tackle a variety of psychosocial issues (e.g., marital conflict, domestic violence, and bereavement) that often underlie reasons for PC appointments. Focusing patient recommendations and interventions on functional outcomes and symptom reduction in a targeted manner is an essential component of the intervention competency.
Interventions by the PC psychologist are always considered within the contexts of the patient's family system and the care provided by the other team members (e.g., how other team members may reinforce, monitor, and build upon the patient-psychologist treatment plan). Psychologists at times serve as culture brokers, toggling back and forth between translating the biopsychosocial world to the patient and translating the patient's world to the medical team. PC psychologists also know when services appropri-ate to PC are insufficient to address the patient's concerns and serve as a bridge, enabling the patient to access needed specialty mental health services in the community.
Clinical consultation is the fifth competency within the Application cluster. This competency focuses on effectively responding to clinical questions in a manner that is collaborative, team oriented, actionable, and promotes peak scope of practice service delivery. For example, tailoring recommendations to work pace and the PC environment is an essential component of this competency. PC psychologists provide recommendations that are specific, evidencebased, and can be completed in a brief period of time. Because the PC psychologist is part of the fluid, constantly changing PC clinical world, he or she understands that ready availability to other providers is critical to the consultation process as the health care team tries to make sense of complex symptom presentations or challenging patient interpersonal styles, all in the service of enhanced patient care.
Education
Dr. Nelson Teaching and supervision encompass the two core competencies in the Education cluster. Teaching is a critical role of psychologists in PC settings and encompasses the training of both psychologists and members of other disciplines in implementation of psychological services as part of PC integrated care. PC psychologists are able to complete a needs assessment of students, create from this assessment appropriate learning opportunities, and use teaching methods from other health professions as well as their own. A PC psychologist may be expected to contribute to a medical resident's developing competencies required by the Accreditation Council for Graduate Medical Education (2010; i.e., patient care, medical knowledge, practice-based learning and improvement, systems-based practice, professionalism, and interpersonal skills and communication).
PC psychologists also evaluate the effectiveness of their teaching approaches through the use of summative and formative feedback processes in order to continually improve. They maximize the learning of their students by facilitating opportunities for training from other health care professionals. These may include opportunities for psychology trainees to observe and participate in clinical activities with other health care professionals such as physicians, clinical pharmacists, nurses, social workers, care managers, and dietitians. PC psychologists train others not only in the treatment of mental health disorders but also in behavioral health interventions focused on health promotion and disease prevention. Finally, PC psychologists serve as educators for health care providers systemwide, increasing understanding about the role of psychological service delivery within integrated care. PC psychologists understand the ethical, legal, and contextual issues of the supervisory role. These include clear expectations of competencies for PC trainees and regular feedback on progress in competency acquisition. Supervision is provided in a variety of formats, including case discussion, direct observation, and precepting, depending on the unique needs of each trainee and each learning context.
Discussion
Over the next decade, there will be expanding opportunities for psychologists to work in PC in fulfilling jobs that have substantial impact on the delivery of health services, the education and training of other health professionals, and health care reform. The distinct elements of the PC setting-the diversity of patients with a range of undiagnosed problems, and the biopsychosocial nature of these problems-offer psychologists an opportunity to provide needed and effective services for a wide range of patients and their families. Psychologists will be expected to have the skill set to address a wide variety of issues and problems in addition to patient mental health concerns: wellness, prevention, and health promotion; acute and chronic condition management; family participation; care coordination; and ways to improve access. Psychologists will be providing services for a higher volume of patients as more individuals are insured in 2014 with the implementation of the Patient Protection and Affordable Care Act (2010). They will need to be competent in team-based care and able to focus on linkages between health and behavior to meet societal needs, including providing services to an increasingly diverse and aging population.
Unfortunately, current educational models and curricula used by many graduate psychology training programs fail to prepare the next generation for providing services in medical settings, especially the rapid-paced PC world. Without a shift in training program focus and postdoctoral continuing education, most psychologists will not have the appropriate skills to effectively work in PC. Likewise, practicing psychologists must be able to evaluate the extent to which they have the knowledge and skills to work in new practice areas and must seek continuing professional development to address competency deficiencies (APA, 2010) .
The PC psychology competencies presented in this article were articulated by an interorganizational work group and incorporate the perspectives of multiple entities invested in psychological practice within PC. It is expected that the competencies articulated can provide a guide for multiple stakeholders. These include not only psychology graduate training programs, faculty, clinical supervisors, and students who wish to ensure that psychology education and training programs are appropriately preparing the next generation for service in integrated interdisciplinary PC but also psychologists who wish to develop skills for PC practice and need a guide for continuing education and professional development. Other stakeholders who may find this articulation of PC psychology competencies useful include clinical and administrative health care leaders and other health care professionals interested in the unique role a PC psychologist can play in PC comprehensive service delivery as well as scientists engaged in needed clinical and educational research and program evaluation to inform educational and clinical policy in the PC setting.
While this competency document provides a roadmap for the near future, it remains a living document to be reexamined at frequent intervals in order to be responsive to the changing health care landscape and evolving opportunities for psychology within collaborative and comprehensive patient care.
Conclusion
The current focus in the United States on health care delivery in the PC setting arises out of a desire to enhance quality care and improve patient outcomes. PC is organizing around team-based care, including psychologists and other behavioral health professionals. It is essential that practicing psychologists understand the mission and scope of newer models of integrated PC being developed in the United States, including accountable care organizations (ACOs; see Table 1 ) and patient-centered medical homes (PCMHs; see Table 1 as well as other publications such as Centers for Medicare and Medicaid Services, 2013; Nutting et al., 2011) .
Practicing psychologists need to be competent in direct clinical service delivery in PC and able to teach other health care disciplines about the unique contributions psychologists can make to integrated PC. Psychologists must be competent in designing research protocols, developing and evaluating behavioral services within PC settings, and serving as administrators and leaders in the health care system of tomorrow. Professional psychology has the opportunity to expand and enhance the breadth and quality of services delivered to the public in the PC setting, providing easy access to expert behavioral health interventions. It is incumbent upon the profession to ensure that psychologists expand their training and skill sets so they are viable, important, and competent team players in PC. PC will certainly be the venue in which the highest percentages of mental health services are provided in the U.S. health care system. Shifting psychological services to PC is critical if patients are to have ready access to high-quality evidencebased psychological services in a destigmatized environment. Graduate and postdoctoral education in professional psychology must change if it is to ensure that psychologists have the necessary competencies to take their rightful place in integrated interdisciplinary PC. Failure to make this change will leave psychologists out of mainstream 21st-century health care; the void will certainly be filled by other mental health providers.
